Introduction
French governmental policymaking is characterized by ambivalence with regard to the inclusion of community dynamics in social, health and family policies. Although multiple recent publications have acknowledged the importance of community-related practices (social inclusion, health promotion, community development, etc.) for reaching social objectives (e.g. Centre d'Analyse Stratégique, 2009; Délégation Interministérielle à la Ville, 2007) , the structure of public services and political decision still relies on governmentally-led processes, where intermediate structures (such as associations, cities, etc.) can only have limited power. This lack of coherence between the political discourse (sharing power with communities) and the actual organization of the French system jeopardizes the possibility of a new social organization.
In 2012, a symposium was organized by Kenneth Maton during the 4 th International Conference on Community Psychology in Barcelona, Spain, with the intention of highlighting similarities and differences in community psychology practices in the policy domain in countries from four different continents. This paper, based on our presentation, describes our work as a community psychologist, working in a French governmental agency (TS) and as a sociologist of mental health studying the processes of political decision making in regard to preventive public health policies (CD).
Specifically, we intend to reflect on the distinctive aspects of governmental policymaking in our country (France) and the obstacles to and facilitators of success in our social policy-related work.
The distinctive aspects of French governmental policymaking in social and health policies
Two elements are worth highlighting with regard to the French culture in social policies. First, the importance of the egalitarian structure of society and its impact on the processes of political decision, and second, the direct relationship between the individual and the State, ignoring the community level of decision making.
French democratic culture is quite recent. Although the French monarchy itself ended in 1848, with the beginning of the second Republic, the end of the second Empire and the start of the third Republic in 1870 initiated the last revolutionary republican movement, concretized by the fourth Republic in the immediate post-war in 1946, and the fifth Republic in 1958 which constitutes the current republican constitution of France.
In 1946, the French government initiated what could be considered the most important welfare state system worldwide. This structure, although designed to promote the health of the most vulnerable populations, was set upon a traditional, vertical model, in which the State was directly responsible for the individual's health and in direct contact with each citizen. The egalitarian model was then predominant (Becker, 2005) .
The field of early childhood constitutes the most interesting example of this public health egalitarian paradigm. In 1945, the French government created the Maternal and Child Protection service (Protection Maternelle et Infantile, PMI), whose aim was to reduce child mortality through a universal prevention system, accessible to every new mother and her baby. Nowadays, its missions have expanded, and the PMI now offers midwifery, child nursing and medical services, as well as maternal and child mental health assistance, specifically through home visitation. Although these services still intend to reach all newborns and their mothers (and fathers), a recent evaluation of access revealed that less than 10% of families were accessing these services (DASES 75, 2003) . Rather than focusing on reducing inequalities in access to health and social services by reaching individuals excluded from this system and modifying the institutional environments in order to provide more equal organizations, French public policies are now promoting the current system of universal prevention that favor people who can easily access these systems, creating thereby another form of inverse care law (Hart, 1971 ).
The egalitarian ideology in France can be seen as a positive force as well as a weakness. It is a positive force as it promotes the universality of a basic health service for an entire population. But, from a critical standpoint, it is also a weakness as it disempowers the communities, who remain dependent on governmental decisions. As a consequence this egalitarian system hinders the possibility of social change and a paradigmatical shift from equality to equity. In 1995, Alain Minc -a French economistwrote a report on equity for the government, arguing in favor of the development of an equitarian model to challenge the social consequences of the exclusive egalitarian political system (Minc, 1995) . Following this publication, there was much criticism, linking it to an American (Rawls') model of public policies. Hence, instead of initiating a debate on the meaning of social justice, which could have emphasized that the French system was orientated towards utilitarianism (e.g. Nagel, 1973) rather than equitarian justice (Rawls, 1971) , the most confusing dispute began, leading to pointless discussion about the way to think about the organization of public space (Dupuy, 1995) .
By promoting the technocratic structure of public health, the current system empowers bureaucratic engineering, which is translated in our day by multiple recommendations promoting evidence-based curative techniques and evidence-based preventive strategies (e.g. Regrettably, from our point of view, the disempowerment promoted by the technocratic world has occurred: although the democratic structure of our State is functional, French citizens appear to demand governmental interventions, rather than community development. The idea of a power transfer from State to populations/communities is universally interpreted as a possible withdrawal of governmental institutions, and the meaning of "community" is still interpreted as a neo-liberalist concept (for an illustration of the confusion, see Giampino & Vidal, 2009) For example, the principal governmental actions (and economic investment) in the field of parenting and family policies are (a) the universal-local but governmentally-led health service, the PMI and (b) the wide range of family benefits (for a total budget of 50b€/year), resulting not in services, but in the direct economic dependence of families on the government.
Other local initiatives funded by public authorities (such as parent support groups, local associative actions, parent-child centers, etc.) are quite common and popular but remain disparate from one area to another, as (a) services do not benefit from a systematic qualitative evaluation process that would allow them to be identified at a national level and subsequently highlighted and (b) the contents of these services depend on individual initiatives. In any case, almost all of these local actions rest on structures that are administrated by practitioners. Although these structures often include volunteer workers (see below), their culture is still based on psychological/social work models of intervention, with only a few of them run through a power sharing process that effectively includes community members.
This emphasis on individual level intervention is particularly true within the field of health, prevention and health promotion. In contrast, French policies of the early 2000's emphasized the necessity of sustaining the development of local initiatives in health and social development. Within the national policies of local development (Politique de la Ville, which were developed in the 1970's to fight social and urban discrimination,) Jospin's socialist government created in 2001 a local institution (Ateliers Santé Ville) aimed at promoting global health within deprived territories (including, simultaneously, social, economic and health issues).
However, these structures which are now 12-years old have not yet succeeded in their ambition to promote the co-investment of communities and public services, to create supportive environments or strengthen community actions (i.e., the two wings of the WHO Ottawa Charter, ((1986) , which constitutes a key reference for practitioners from this field). These efforts remain dependent upon professionals, who still receive a mainstream education in health and social services, excluding community development and power issues as themes of interest.
Nevertheless, a positive perspective is worth noting. In France, there are 1,300,000 active associations or NGOs and 13 million people are engaged at some point in these associations. 45% of French citizens over 18 are engaged--even by financial support--in at least one NGO and 32% of the French adult population participate directly in one or more NGOs. The global budget of NGOs in France represents 3% of the GDP (i.e. 70b€) (Archambault & Tchernonog, 2012) . Community actions through NGOs, even though largely promoted since the 1901 law which regulates rules the associations in France, still lack recognition within the political world and are not socially valued as a mean of social change.
The objective for French community psychologists is to actively advocate for the promotion of the existing associative world so it can become a real intermediate social and policy-relevant force. The main issue is not citizen mobilization toward a common policy objective, as this is already sustained by the associative world. Our engagement consists in lobbying and acting within the political world to influence policy makers for whom power distribution is still seen as a threat. The objective is for citizens, practitioners and policy makers to be able to distinguish actions operated within the community (i.e., local public actions) and actions operated by and for the community.
What are the obstacles to and facilitators of success in social policy-related work

The key epistemic challenge
What aspects of the policy world can community psychologists (and the broader critical community) address when conducting social policy-related work? Our experience working in/for governmental institutions in the field of public health lead us to consider the importance of challenging the top-down process of decision-making, and the uniqueness of the evidence-based knowledge approach to policy decision-making.
Following the footsteps of many market economy democracies, numerous new policy initiatives have been taken in France during the last thirty years in order to rationalize the activity of health services. By implementing a system of classification of health services ("PMSI", inspired from the diagnosis-related group 1 ) in 1983 (Mauroy's socialist government), France has developed a system of activity-based payment sustaining the general functioning of health services (Le Lay, Launois, & Chemali, 2006) . In this system, prevention can only have a secondary role, behind more visible and financially attractive activities, and community actions cannot fit in this medical-centered model.
To support this culture of efficacy and efficiency, policy makers are now referring to the broad field of evidence-based knowledge, which now supports most of the decision-making in public health and public mental health (Delawarde et al., submitted) . Various reports aimed at health policy planners and practitioners have recommended developing, disseminating and implementing prevention and promotion programs for which public health benefits and cost-effectiveness have been proven by "the conscientious, explicit and judicious use of current best evidence" found in the international scientific review of literature (World Health Organization, 2004 , 2005 . This new public health ideal is based on a specific conceptualization of (mental) health and (mental) disorders, new types of instruments, research, organizations, interventions and orientations (Horwitz & Wakefield, 2007) which are at the heart of multiple controversies and the creation of various action groups, regrouping practitioners, researchers and citizens (Action group "No failing grade in conduct for three-year-olds", 2011; Parazelli & Dessureault., 2010; Suesser, 2010) . This public health perspective, relying essentially on a biomedical approach, has been criticized for neglecting socioeconomic, environmental, cultural and structural factors related to individual functioning.
Ironically, so-called "evidence-based" interventions focusing on individuals (the only level that allows systematic evaluation) and aiming at reducing individuals' risk factors and promoting individuals' strengths consistently refer to the Ottawa Charter's values, arguing that promoting individuals' competencies is the way to promote health in the general population.
This reduction of (technocratic) communityorientated values such as those presented in the Ottawa Charter to individual-oriented actions is now common and reflects a major rhetorical problem that community psychologists must question and fight. We must address this process by emphasizing the importance of promoting human capital and ecological capital vs. economic capital and by looking at all epistemic challenges that arise from the power-knowledge irreducible link (Foucault, 1975; Fryer & Laing, 2008) .
Thus, the key challenge in our work as community psychologists or clinical sociologists is to address issues related to power and status quo through knowledge and to change our practices towards the production of knowledge from communities, rather than the use of pre-defined political and scientific knowledge to develop actions seeking to empower individuals within communities.
Keys to success: focusing on knowledge shifting rather that acting upon mainstream models Creating and bringing social knowledge
As we have seen, the functioning of governmental institutions, often characterized by an active process of status quo, is organized so that technocracy is preserved (limiting actions to the mainstream models of public health, centralizing political decision making). Power distribution to populations and communities is not a part of the agenda and consultation is preferred to co-decision.
We reject the view that illness, mental illness or positive mental health conceptualizations can only be founded upon a unifactorial prism which can only be justified by the possibility of being evaluated. (Albee & Fryer, 2003) Hence, the authors call for the development of public health (preventive) interventions in a sequential way that would start with actions targeting oppressive environments and ultimately, if not possible otherwise, by actions targeting individuals (see figure  1) . The Albee and Fryer model constitutes a reference for critical professionals working for governmental health institutions. (2003)).
Promoting horizontal knowledge creation
Clinical sociologists and community psychologists must advocate to include co-elaboration of knowledge at the beginning of all decision-making processes.
The first step consists of the systematic identification of the three-legged knowledge model that applies to most public health concerns.
No model should be elaborated before all types of knowledge are investigated. Qualitative methods addressing this specific evaluation are integral to community psychology and clinical sociology and rely on the values of community action: recognition of the oppressive power of "science", social justice, active democracy, and related concepts.
In public health institutions, in addition to the recommendation of "combining the support for policy priority-setting with the dissemination of tools and evidence-based knowledge" (Jané-Llopis & Anderson, 2005 , knowledge transfer through science-push models are promoted. Such models suggest that scientific knowledge should be easily accessible to practitioners and decision makers, and that researchers should make this knowledge easily available.
On the other side, public authorities advocacy for the development of science-pull models that would support policy makers and practitioners to answer specific problems is important for adding scientific knowledge to their understanding of specific situational contexts.
Community psychologists advocate for the development of an interactionist model of knowledge evaluation that effectively allows vertical understanding and decision-making to tilt horizontally (Chagnon & Malo, 2006) . It supposes:
-To take into account all the strata of the ecological model of the targeted phenomenon (and the three legs of the available knowledge);
Strengthen the resistance of the host to the noxious agent -To analyze the potential iatrogenic effects of the use of available knowledge and corresponding solutions on the targeted phenomenon;
-To make this process of analysis available to all actors. Professionals' roles should only be to support the elaboration of the common knowledge through the stimulation of the interaction.
Knowledge and learning are understood here as social and contextual processes that can only take place and make sense in the specific situation that requires new information to pursue specific objectives. Knowledge is a social construct that should be linked with existing values and social structures which are legitimate in a specific context (Hemsley-Brown & Sharp, 2003) . This approach refers to the situated learning model (Lave & Wenger, 1991) .
'Knowledgementing' vs. 'Empowering' people: towards epistemological community practices
With regards to what has already been pointed out, community psychologists and clinical sociologists must tackle knowledge-power issues in social politics as well as in local practices. In France, social work (Rouzel, 2001 ) and psychology (Nicolas, 2001) have been characterized by their affiliation to psychoanalysis and individual clinical practices. Hence, and with regards to our cultural experience, field workers are as reluctant as policymakers to move towards community practices and power sharing processes. In the field of mental health, local practices are not based on communities. Besides that, power issues are rarely addressed and mainstream mental health professionals constitute a powerful (medicine-like) lobby (Saïas, Delawarde, & Briffault, Submitted for publication), although they frequently use a critical rhetoric to address the influence of health politics on health economy issues and its consequences (e.g. Gori & Del Volgo, 2009 ).
'Knowledgementing', i.e., the co-production of legitimate knowledge, should be understood as a prerequisite for all interventions, but also as a mean to intervene. Knowledge production is at the core of community psychology goals. (Fryer & Laing, 2008) .
Community activists participating in the process of knowledgementing of communities must act to reveal knowledge from the ground up. This dynamic is opposed to both science-push and science-pull strategies, used to bring policymakers, researchers and practitioners together around mainstream actions.
In terms of specific actions related to the knowledgement process implementation, there is a large literature on communities of practices (Lave & Wenger, 1991) as well as on knowledge building processes (Chagnon & Malo, 2006) . Most of these processes rely on socio-constructivist learning theories (Piaget, 1936; Vygotsky, 1934) (Van Boxtel, 2000) . Knowledge is distributed over mind, body, and its surroundings (Hewitt & Scardamalia, 1998) and is constructed in settings of joint activity (Koschmann, 1999 ) (de Laat & Simons, 2002 Hence, contextual learning strategies imply a series of tasks and activities that can be followed by moderators (professionals, of community members) in order to promote interactions between real-life knowledge, situated in environments and the tacit knowledge of the learners (see for example Herrington & Oliver, 1995) .
On the other hand, knowledgement, as knowledge production, can rely on knowledge building strategies, aiming at empowering people so that they are "able to participate in the creation of new knowledge as a normal part of their lives" (Scardamalia & Bereiter, 2003) . In this model, and relying on communities, individuals should be provided with already-known knowledge before being encouraged and supported to formalize their own tacit and experimental root-based knowledge, so that new knowledge can be created or existing knowledge modified (which "lives in the world") (Scardamalia & Bereiter, 2003) . Again, an important literature has been generated in educational sciences to support practitioners and community members in their efforts to develop a knowledgment process. In promoting social change as an objective for social policies, one last challenge is to shift from so-called direct "interventions" through mass campaigns to indirect interventions providing community activists with frames helping them knowledgementing and gathering people, acting and evaluating and, hence, acting against scientific and political oppression and disempowerment.
Conclusion: Cleaning up our own backyard and going forward critically, but responsibly
Beyond our critical rhetoric, as community psychologists we must start by cleaning our own backyard(s).
Mainstream North-American community psychology has long been criticized by critical and radical community psychologists, contesting its monocultural vision and use of scientific knowledge uncritically, reinforcing oppression and discrimination (Fryer & Laing, 2008; Nelson & Prilleltensky, 2005 (Schneider, 2000) .
Besides criticizing North-American community psychology, one should also be aware of the risks that critical and radical community psychology carry with their discourses. By radically contesting almost every form of active thinking or action, radical psychologists suggest that oppression starts with people speaking for other people. If this basic statement is contested, it may erode almost all possible actions. While looking for vertical structures to be tilted horizontally, one's motivation must rise, individually (selfishly?), before being critically transformed and redirected ethically (e.g., towards knowledgementing processes). Moreover, we have to be watchful that critical thinking does not stop us from changing social structures. Without being cynical while looking to infiltrate mainstream places of decision, community psychologists must serve as critical partners on whom one can rely to improve social structures. This implies respecting (while criticizing) other epistemological approaches, and adopting pedagogical attitudes that allows starting where people are to bring them to a critical thinking. Hence, it supposes sharing a common vocabulary and, from this, proposing other modes of thinking and, more importantly, other types of evaluation of community processes (evaluation allowing us to exchange with academics and policymakers): showing that community psychologists, even critical ones, are aware of social, economic and political considerations, looking beyond the simple political debate. These activities will continually question the place of community psychologists as researchers and activists, who should not fight about ideology, but only try to carry the voices of the people who are oppressed and disempowered, so they can be knowledgemented, and able to participate themselves in the political and policy processes.
